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Intial Comments

Complaint Investigation #2264979/iL148377

Final Observations
Statement of Licensure Violations:

300.610a)
300.1210b)
300.1210d)2)
300.1210d)5)

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary
care and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
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care needs of the resident.

d Pursuant to subsection (a), general
nursing care shall include, at a minimum, the
following and shall be practiced on a 24-hour,
seven-day-a-week basis:

2) All treatments and procedures shall be
administered as ordered by the physician.

5) A regular program to prevent and treat
pressure sores, heat rashes or other skin
breakdown shall be practiced on a 24-hour,
seven-day-a-week basis so that a resident who
enters the facility without pressure sores does not
develop pressure sores unless the individual's
clinical condition demonstrates that the pressure
sores were unavoidable. A resident having
pressure sores shall receive treatment and
services to promote healing, prevent infection,
and prevent new pressure sores from developing.

These requiremehts are not met as evidenced by:

Based on observation, interview, and record
review the facility failed to remove a splint during
skin assessments to assess for and prevent
pressure ulcers for one resident (R2). This failure
resulted in R2 developing an unstageable
necrotic wound to the right heel. The facility also
failed to implement pressure relieving
interventions and notify the physician timely of a
new pressure ulcer for one (R2) of three
residents reviewed for wounds in the sample list
of 14,

Findings include:

R2's Face Sheet dated 7/6/22 documents R2 has
a diagnosis of "Unspecified fracture of shaft of
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